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ee A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


A Method of Group Therapy 


Moopy C. BETTIS, CAPTAIN, M.C. 


Unfortunately, no method of group ther- 
apy which has been devised will touch all 
the areas of the personality which individ- 
ual therapy will reach. However, the dearth 
of psychiatrists and the disproportionate 
number of psychiatric subjects in large in- 
stitutions has created a need for a group 
method with which the overwhelmed psy- 
chiatrist may diffuse his efforts with some 
degree of efficacy. Thus, group therapy ‘has 


been born of necessity and not of chance. At. 


the present time, there are as many methods 
of group therapy as there are group thera- 
pists, for each therapist has attempted to 
devise a technique which will fit the needs 
of his particular group. It is quite evident 
that psychotics, psychoneurotics, psycho- 
paths and other similar categories of pa- 
tients cannot all be treated with a single 
method of group therapy. Hence, the prob- 
lem of group therapy has many facets. We 
have attacked one of these facets in an ef- 
fort to evolve a scheme which will satisfy 


- the crying need for psychiatric influence in 


penal institutions. 


The method which will be described is a 
plan—not a panacea. It is admittedly short 
of being an infallible solution. It is a method 
which is designed to operate in an atmos- 
phere of extreme resistance where group 
therapy is compulsory and not voluntary; 
where resentment and bitterness are wide- 
spread; and where anti-social feeling is the 
predominant attitude. This technique is an 
approach to therapy which may socialize 


the confined delinquent who is carelessly 
branded as a hopeless psychopath. 

Like other techniques of group therapy 
the efficacy of this method has not been 
measured. We must, therefore, rely upon 
our subjective impressions to evaluate it. 
Basing our impressions upon general beha- 
vior and attitude changes, reduced escape 
rates, and the collective morale, we feel jus- 
tified in taking the position that group ther- 
apy has been of benefit to the individual 
prisoner and to this installation. 

The method to be described was utilized 
in an Army Rehabilitation center. Each in- 
dividual had five hours of group therapy 
every week for a period of three to six 
months. Large groups would contain as 
many as fifty prisoners. On alternate peri- 
ods, the larger groups would be broken into 
four small groups. As many as five sepa- 
rate therapy sessions would be carried on 
simultaneously through four one hour peri- 
ods each day. In this manner we could give 
therapy to as many as 1200 prisoners using 
only seven therapists. 


PREPARATORY PHASE 


CATHARSIS 


G.L.—Group Leader. 
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DISEASES OF THE NERVOUS SYSTEM 


I. What are the aims of this phase? 

A. To establish limits of the therapeutic 
session. 

B. To create a permissive atmosphere and 
establish group responsibility for the 
conduct of the class. 

C. To stimulate group interaction. 

D. To allow the group ‘to relieve themselves 
of “gripe-drives,” negativism, and super- 
ficial tensions incurred by past or pres- 
ent frustrations. 

E. To prepare the group for introspective 
rather than projective thinking. 

F. To locate “social” and “anti-social” indi- 
viduals who may be used as nuclei for 
directing group discussion in the next 
phase. 


II. What happens in this phase? 

A. The group is encouraged to speak freely. 
By cautiously testing the limits of the 
situation, the members soon realize that 
they may express their feelings on any 
subject with impunity. An accepting 
group therapist and a_ heterogeneous 
group stimulates group interaction. They 
soon forsake their fear of retribution and 


ventilate their hostility and bitterness © 


with apparent pleasure and relief. 


B. Predominately, the group therapist main- 
tains a neutral attitude by restating in 
substance what each group member says. 
He is virtually a mirror which reflects 
the individual’s feelings, giving the group 
a more clarified expression to which to 
react. He does not agree or disagree with 
expressed attitudes, thus avoiding the 
imposition of his own values. This neu- 
tral attitude of the group therapist en- 


courages the group to assume responsi- » 


_ bility for the course of future sessions. 


C. Group ventilation of gripes, hostility, and 
anti-social attitudes is often encouraged 
by the therapist’s injection of stimulat- 
ing subjects or expressions. In this ca- 
pacity he assumes the role of a catalyst 
who seeks to accelerate the expression 
and exhaustion of gripes. 


D. When the free expression of negative at- 
titudes is accepted rather than resisted, 
the group becomes dissatisfied with noth- 
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leader, the latter’s inconsistencies, inaceura- 


ing more than gripe sessions. The group 
is now better prepared for introspectiy 
instead of projective thinking. 


E. The therapist takes notice of “socig]” and 
“anti-social” individuals in his groups, 
These individuals are easily detecta 
when full freedom of expression ig q). 
lowed. 


F. Group interaction is emphasized rather 
than “therapist rapport.” The therapist 
must not become a crutch. If he can ep. 
list at least a minimal feeling of cong. 
dence and respect from the group, the 
group is better prepared to enter subse. 
quent phases. 


CONFLICT PHASE 


est | ( SOCIAL LEADER 
WITH MINORITY 


Oot 


Pp 
WITH MAJORLTY INTERACTION 
FOLLOW! H 
SOCIAL LEADER 
EINFORCED WITH 
MAJORITY FOLLOWING 
MINORITY FOLLOWING 


I. What are the aims in this phase? 
A. To create self-critical introspection in 
the anti-social leader and his followers. 


B. To shift group support from the anti-so- 
cial leader to the minority social ele 
ments. 


C. To stimulate group controversy between 
social and anti-social members. 


II. What happens in this phase? 


Previously located anti-social leaders are 
encouraged to express their hostilities. The 
therapist redirects emotionally distorted ex- 
pressions to the social thinkers. The mi- 
nority group of social thinkers protest the 
poor logic of the anti-social leaders. By 
strategically directing the social thinker’s 
attention upon a particular anti-social 


cies, and illogical views are brought to 4 
focus for the group’s consideration. The at: 
tacked anti-social leader, although vocifer- 
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ously resistant, suffers disrepute and loss of 
confidence from other negative sympathizers 
who were more reticent at first. Group sup- 
port for the negative leader tends to shift 
to the social thinkers’ group. This lability 
of group feeling is capitalized upon in this 
phase; the negative sympathizers who have 
not openly expressed their approval of the 
anti-social leader and his views have had 
two significant experiences. 

1. By originally identifying with the anti- 
social leader, they have gained consider- 
able emotional release from his fiery ti- 
rades about commonly felt grievances. 


2. Following this release they are better able 
to accept the more social viewpoint of the 
minority elements. The fact that they 
did not commit themselves in previous 
discussions protects them from the group 
criticism heaped upon the anti-social 
leader. They may even expiate their 
inner feelings of guilt, joining forces with 
the minority group in their attack. 


The anti-social leader, who cannot with- 
draw from his extreme. position, often ac- 
cuses the group leader of turning his friends 
against him. He may turn hi wrath upon 
the social group, accusing them of currying 
favor with the therapist. In his state of 
defeat the antisocial leader becomes quiet, 


- and withdraws from the group, and ponders 


the changes which have occurred. He is not 
alone in his introspection; his former fol- 
lowers are also experiencing internal con- 
cern over their attitudes. 

A. To focus attention upon the anti-social 


ANALYTIC PHASE 


HOW 
MINORITY LOR. 


OF ANTISOCIALS 


MAJORITY LOR. 
OF SOCIALS 


eo 
\ TRANSFERENCE 
(AND IDENTIFICATION 


SOCIAL LEADERS 
by ANTI-SOCIAL LEADERS AND 
FOLLOWERS 


I. What are the aims of this phase? 
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leader’s behavior and its background. 
B. To bring unconscious conflicts and per- 

sonality weaknesses into consciousness 
for group and individual discussion. 


II. What happens in this phase? 

In the previous phase the negative leader 
has ignominiously but temporarily with- 
drawn to ponder why he has lost his follow- 
ers and how he can justify his position. He 
is disturbed because his needs for power, 
prestige and recognition are frustrated. 
When he becomes aware that he cannot re- 
enlist his former negative following, he de- 
liberates the issue seriously. He will prob- 
ably make an effort to become a social leader 
not out of faith in social principles but be- 
cause of his need for high status in the 
group. 

To maintain his self-esteem he must vig- 
orously defend his negative ideas. But to 
regain the esteem of the group he must ex- 
hibit at least superficial acquiescence to 
their views. This conflict is anticipated by 
the therapist who asks the group if they 
wish to help the negative leader. Although 
the latter may disagreeably assert that he 


- understands himself and that he is un- 


ashamed of his past, he usually accedes to 
submit his point of view to group analysis. 
The group ordinarily begins with his mili- 
tary offense and its circumstances and works 
back through his childhood. The therapist 
plays the role of a mirror, occasionally creat- 
ing the setting for a desired question rather 
than asking it directly. The group soon 
touches upon unpleasant past experiences. 
At this point they encounter considerable re- 
sistance from the negative leader who waxes 
angrily into a tirade on group insincerity 
and impertinence. He strongly asserts that 
he is being stultified. The group, however, is 
well armed with questions and answers 
which they draw from their own experiences. 
Interestingly, the group unconsciously pro- 
jects its past experiences, frustrations, and 
conflicts upon the negative leader who vainly 
resists their opinions and questions. The 
latter is virtually stripped of his psychologi- 
cal clothing because he is dealing with a 
group which thinks and behaves as he does 
and can see through his defensive mecha- 


nisms. The process of tearing down de-- 
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fenses produces marked tension in both the 
leader and the group. Quite often the group 
initiates and clarifies questions which would 
have gone unnoticed by the therapist be- 
cause they are solving their own unconscious 
conflicts with the negative leader. 

The group have, in their efforts to solve 
the leader’s problems, unwittingly utilized 
their own past experiences and reactivated 
many of their own problems. The reticent 
members quite likely “abreact-in-absentia.” 

Here we have unearthed conflicts and pro- 
duced tensions, creating a diffuse state of 
“free-floating” anxiety. Not infrequently 
psychoneuroses and depressions become 
more apparent at this stage. Requests for 
personal interviews increase. Therefore, the 
situation must be handled quickly and ef- 
fectively in the synthetic phase. 


SYNTHETIC PHASE 


I. What are the aims of this phase? 


A. To summarize and integrate group find- 
ings, interpretations, and suggestions. 


B. To desensitize the group to their common 
problems which have been reactivated. 


. To reorient the groups’ views by inter- 
jecting new dynamics which pertain to 
the case studied. 


. What happens in this phase? 

. In this phase the initiative and burden 
rests largely upon the group therapist. 
Having completed the analysis of the 
negative leader, the majority of the 
group find themselves consciously: and 
clumsily dealing with commonly felt con- 
flicts which they have exposed. Because 


they do not appreciate the complexity of 


the many conflicts which they have 
brought to light, there is an urgent need 
for clarification and integration of the 


AUvGus? 


groups’ findings and interpretations 
These functions can best be performe 
by the therapist. 


1. He arranges the groups’ findings chrono. 
logically in the form of a picture story of 
the negative leader’s life. Adult beha. 
vior, whether social or anti-social, ig ¢op. 
related with early behavior patterns, 


. He crystallizes the groups’ conclusions ang 
suggestions for handling their arouseg 
conflicts and tensions. Here, he subtly 
colors their interpretations with cop. 
structive ideas or alternative solutions, 
any one of which might lead to a better 
adjustment and appreciation for reality, 
Blunt, direct conclusions are avoided by 
the leader himself; rather, he leads the 
group to develop and accept his point of 
view by indirect questioning. The ther. 
apist, in order to avoid threatening the 
groups’ pride in its past work, must not 
seriously deviate from their findings and 
conclusions. 


. In developing new orientations towards 
their conflicts and tensions he may en- 
hance the group’s understanding by in- 
terjecting dynamics which pertain to the 
case. These dynamics are illustrated ra- 
ther than defined to avoid confusing the 
group with didactic exposition. Visual 
aids illustrating psychological mecha- 
nisms are used and the group is allowed 
to adapt what they have learned to their 
own problems. 


. At the close of the synthetic phase, the 
former negative leader finds the group 
more accepting and understanding of 
him. This diminishes his compulsion to 
defend his previous anti-social views and 
makes it easier for him to alter his idedl- 
ogy. Also, self-examination has produced 
a greater understanding and acceptance 
of himself. He is now more willing to 
consider the adoption of more socially 
acceptable goals. 


. Remaining negative members will even- 
tually assume the position of a negative 
leader and the process described above 
has to be repeated. Eventually, the group 
is exhausted of negative leaders. 
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The function of the synthetic phase may 
be a bit misleading from the description 
which has been given. It must be understood 
that the profoundest emotional benefit was 
obtained in earlier phases where the uncon- 
scious conflicts were ventilated without con- 
scious recognition by the group. It may 
seem paradoxical to speak of unconscious 
manipulation without conscious recognition. 
This situation may be clarified if we recall 
that the identification of the group with the 
subject being analyzed led to considerable 
projection of the groups’ repressed conflicts. 
We may presume this to be an unconscious 
function. The group manipulation of these 
disguised unconscious conflicts apparently 
leads to an unconscious acceptance of group 
conclusions. It may be suggested that the 
impersonal and stabilizing quality of num- 
bers enhances a more comfortable desensiti- 
zation or reorientation to this disquieting 
repressed material. We, therefore, surmise 
that the approach of group activity offers a 
more indirect approach to these unconscious 
distorting influences. 


THE USE OF VISUAL AIDS IN THE 
SYNTHETIC PHASE 
Visual aids offer numerous advantages in 
dealing with the many unconscious prob- 
lems disclosed in the analytic phase: 

1. They stimulate interest and attention. 

2. They place the discussion on a level which 
even an illiterate can understand. It must 
be understood that strict accuracy of the 
dynamics at play must suffer a compro- 
mise for the sake of simplicity. 

3. They illustrate in an indirect way the 
psychological mechanisms which we de- 
sire to convey without the flavor of pe- 
danticism. Thus, they prepare the group 


intellectually for a more comprehensive - 


and coherent analysis of the next indi- 
vidual. 


4. They relate early experiences and beha- 


vior patterns to present behavior in a 
clear and vivid fashion. 


5. They give some intellectual or conscious 


comfort to an anxiety-ridden subject and 
possibly give him some assistance in deal- 
ing with painful material which has been 
brought into consciousness. 
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6. Finally, the entire synthetic phase tends 
to give a note of finality and conclusive- 
ness to the groups’ efforts, thereby stim- 
ulating their sense of importance and ac- 
complishment. 


During the summary of the sample case 
and in the introduction of new related dy- 
namics, visual aids are projected on the 
screen. The following account illustrates 
the manner in which the therapist presents 
these visual aids. This story and its analy- 
sis is obviously oversimplified. Often the 
group’s own explanatory phrases were used 
even though they had only partial accuracy. 


“Now that we have completed the case of Joe 
Doaks, let us examine the entire picture and its re- 
lated parts. 

“Joe has told us that he was reared in a very un- 
happy and poverty-stricken home. His parents were 
always fighting, as 
he _ recalled, which 
frightened and wor- 
ried him. 

This situation we 
know is a very dis- 
turbing experience 
for any child who 
needs his parents’ 


care to guide and protect him, to give him love and 
security. 

“As Joe also mentioned he was not allowed to 
grow up like other children. At the age of eight 
he was forced to 
steal ice from a re- 
frigeratorcar 
parked on the tracks 
near his home. He 
would then have to 
peddle the ice in his 
wagon from house 
to house wherever 
an ice-card was dis- 
played, selling the ice cheaper than the iceman. 
Here, he was being taught to have little respect for 
the law—the twig was already being bent. Unfor- 
tunately, Joe’s parents took all of his earnings. 
When he asked for money to join the gang in a pic- 
ture show, he was refused. 


“The group brought 
out the fact that Joe 
was punished exces- 
sively. We were told 
that on one occasion 
Joe was held down 
and beaten by his 
father until he ad- 
mitted stealing thir- 
ty-five cents from 
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his brother, although he had not stolen the money. 

Once more the development of Joe’s moral values 
became twisted; he was learning from his experi- 
ence that telling the truth didn’t get him anywhere. 


And in addition, 
Joe was envious of 
his brother. As Jo2 
told us, he had defi- 
nitely disliked his 
brother because he 
got most of his par- 
ents’ affection. Joe’s 
efforts to gain his 
parents’ love were 
in vain. Yes, Joe felt like a rejected child, a child 
whose parents didn’t really love him. 


The question is now posed: 
What effect did these attitudes 
of the parents have on the 
child? 


WUAT SFFECT DID 
TUESE ATTITUDES 4 
TUL PARENTS HAVE 
On CHILD 


As we might ex- 
pect, Joe was con- 
fused, afraid and be- 
wildered. 


He had the feeling of having nobody to turn to 
for advice or to lean on for help with the many 
problems of a 12 
year old child. In 
short, Joe felt lost 
and alone in this 
world which threat- 
ened his future—his 
very existence. 


Being unloved and 
unwanted, he felt in- 
ferior and unworthy. 
He felt, ‘After all if even my parents don’t love me 
there must be something awfully wrong with me. 
I guess I can’t expect anybody in the world to 
want me.’ 


Hence as the group 
decided, Joe devel- 
oped a defense. If 
he had only himself 
to depend upon, he 
had to be tough in 
order to be safe in 
his insecure world. 
He became aggres- 


sive and rebellious against his parents. 


We decided that Joe first felt rejected and un- 
-loved by his parents; that he decided people in so- 
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ciety must also feel 
the same way about 
him. Now we found 
that the same Proc. 
e€SS was used when 
he became defiant 
and rebellious, His 
antagonistic feelings 
carried over to per. 
. sons outside his 
family; his employers, teachers, etc. 

Joe told us that he did poor work in school. The 
group found that he was quite sensitive about his 
School weakness, 
This is understand. 
able since he felt 
generally inferior, 


He tried on occa. 
sions to improve his 
standing by study. 
ing at home, but the 

unfavorable circum. 
stances in his family interfered. 


Being unable to overcome his weakness, Joe found 
comfort in becoming the bully of the school. He 
stated that he didn't 
want anybody to 
think that they 
could run over him, 
He was __ showing 
that he could take 
care of himself even 
if his parents didn't 
care for him. 


The group came to some rather interesting con- 
clusions on Joe’s ‘bullying’ behavior. First, you ex- 
pressed the feeling that Joe 
had a ‘phoney’ attitude. You 
explained this to mean that 
he was covering up some- 
thing. Last you decided that 
he was covering up his feel- 
ings of inferiority. To summarize your attitude on 
this behavior, Joe was developing physical domina- 
tion to hide or distract attention from his inner 
weakness which he didn’t wish to admit. Remem- 
ber this mental trick. It is-called compensation. 
We will discuss it next period. 


UNWILLING TO FACE 

FEELINGS INFENORTY 
UE DEVELOPED PHYSICAL 
DOMINATION te HIDE HIS 
WEAKNESS- COMPENSATION 


“We were interested also in why he went about, 
as it were, with a chip on his shoulder, finding fault 
with various school-mates; and how on the least 
provocation he would label a classmate as a ‘wise 


‘guy’ and promptly invite him out behind the barn. 


Joe states that in looking back on the situation it 
was he who was really the ‘wise guy’ but he could 
not understand his behavior. After wrestling with 
this problem, the group decided that he was actu 
ally seeing his own faults in others because he was 
too insecure to admit them in himself. This mental 
trick is called projection. We will discuss it in de 
tail later. But let us get back to the story. 
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“Joe made an interesting statement which proved 
significant. He made the statement that 


guise which he had 
at hand, and in the 
absence of anything better, we may understand 
why he would not let it go. Unfortunately, this 
front did not get him the social approval and es- 
teem that he wanted. It did not help him make 
grades, and, rather than have his weakness called 
painfully to his attention by ‘flunking out,’ Joe quit 
school. 


to be very 
‘ he was ‘living a lie.’ 
When we unraveled 
this comment, we 
~ f found that Joe was 
really quite tor- 
at mented with his 
‘phoney front’ but 
2. it was the only dis- 


To console himself 
and maintain his 
mental peace, he as- 
sumed the attitude 
that school was a 
‘punch of baloney’ 
for knuckle heads. 
This is a ‘sour 
grapes’ attitude. He 
became quite con- 
ceited and self-satisfied. He could not and would 
not be wrong. The group decided that once more 


‘he was covering up, or as I said, compensating. 


“Joe found that society did not share his opinion 
of himself. In fact, he lost five jobs in a very short 
time. In analyzing 
the trouble, the 
group found that 
Joe lost his jobs be- 
cause he would not 
be criticized by his 
boss. As in school, 
he would: not have 
his uncomfortable 
weaknesses tread 
upon. In fact, the 
boss would usually get a pretty fiery retort when 
he scolded Joe; in turn, Joe either quit or was fired, 
always, of course, because of an ‘unreasonable’ boss. 

The group questioned the source of the fault in 
these situations, and Joe agreed to the conclusion 
that he was shifting the blame unfairly just as he 
had done in school. 

“Joe was not yet 14 years old; he constantly de- 
fied and disobeyed his parents. After warning him 
about his behavior 
to no avail, his par- 
ents declared him 
incorrigible. At their 
request he was sent 
to reform school 
where Joe said he 
was quite happy. At 
the age of 16 he was 
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released from reform school. Since he had learned 
the trade of tailoring there, he went to work in a 
clothing store. The thirty dollars a week which he 
earned he regularly took home and turned over to 
his father. In this 
way he hoped to 
keep everything at 
home happy. All 
went fairly well un- 
til Joe got sick and 
was in the hospital 
for two weeks. At 
this time his father 
presented him with 
a bill for the money which he did not have. This 
was the ‘straw that broke the camels back,’ and 
Joe left home. 


“Now we know that Joe had never had an oppor- 
tunity to develop the kind of social attitude that en- 
abled him to get 
along with people or 
a sense of responsi- 
bility which is so es- 
sential to the main- 
tenance of one’s self 
ome in society. As you 
recall, he had been 

rejected and domi- 
nated by his parents, but nevertheless the elements 
of food and shelter were always present. In reform 
school all decisions were made for him and he lived 
according to a rigid schedule. We may better un- 
derstand why he was somewhat lost when he faced 
the cold world on his own. He was virtually afloat 
on the sea of uncer- 
tainty and did not 
know where to turn. 

“After wandering 
about the country 
living from hand to 
mouth he decided to 
join the army, but 
was sternly rejected 
because of his age. 


Although disappointed, he did find a job and mar- 
ried soon thereafter. As Joe related, marriage was 
his first happy ex- 
perience. For the 
first time in his life 
he had the feeling 
of being loved and 
wanted, of feeling 
important to some- 
one, and having 
someone who was 
dependent upon him. Yes, Joe had at last found an 
emotional anchorage. He began to take an inter- 
est in his work at the shipyards. As we gathered, 
he was quite happy and made a good living. 
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“The war broke out about this time. Joe was 
now of age, but he no longer wished to forsake his 
happiness at home 
for the army. Quite 
unexpectedly he was 
fired because of a 
racial dispute which 
he had with another 
employee. Being un- 
able to gain other 
employment imme- 
diately, Joe was promptly jerked into the army un- 
der the humiliating circumstances of ‘work or fight.’ 
Once more he was domineered, and, as we both ex- 
pected and found, Joe’s old childhood pattern of de- 
fiance of authority came into play. As he said, he 
did not speak to his sergeant for three months. 


| 


Although teeming 
with resentment 
against the army 
and authority, he 
was able to restrain 
his feelings toward 
superior officers who 
had the power to 
punish him. As an 
alternative he carried his suppressed resentment 
until he found someone upon whom he could release 
his feelings without being punished. 


Usually, he picked a fight with another G. I. or a 
civilian. Here, we 
decided that he was 
doing what some of 
you cavalry men de- 
scribed as ‘kicking 
the mule.’ In other 
words, he was un- 
leashing his fury 
upon some person 

ei other than the re- 
sponsible party; someone whom he could thrash 
without fear of personal injury. 


This mental trick of releasing deferred emotional 
energies upon someone other than the responsible 
source is called ‘dis- 
placement.’ We will 
discuss this subject 
in detail later. We 
also found that Joe 
resorted to drinking 
excessively. In dig- 
ging into his past 
problems, he agreed 
with us that drink- 
ing was an escape from these tensions which could 
not be faced openly and handled in a healthy man- 
ner. This behavior further complicated Joe’s plight. 


“The many details of Joe’s fistic encounters, 
brushes with authority and drunkenness may go 
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untouched. The jm. 
portant point is 
the trouble which 
brought him to this 
place. As Joe de. 
scribed the incident, 
he violated warn- 
ings and rules re. 
garding his conduct 
i on duty as an am. 

bulance driver. One 
night he wrecked 
the ambulance which he drove; he was carrying an 
illegal civilian passenger; he was drunk and off 
limits. 


DID ME GET Into Now group has wran- 
TROUBLE? gled with the question of 
2. No why Joe got into trouble. We 


2. DEFIANCE of AUTHORITY 
3. UNWILLINGNESS TO FACE 
FEELING of INFERIORITY 


came to some very definite 
conclusions. 


“First, the group decided that Joe had no sense 
of responsibility. From the many angles of this 
discussion I was led to believe that the group felt 
that Joe could have hardly been- expected to de- 
velop a trait which in his home had been both un- 
rewarded and discouraged. He necessarily learned 
other ways of satisfying his needs for self-esteem. 
Unfortunately, in the absence of healthy guidance, 
the ways which he selected did not include the ne- 
cessity of a sense of duty or responsibility. Perhaps 
Joe may agree with us in the feeling that if he had 
been exposed to the proper influences in his child- 
hood, he might not have needed the personality 
crutches which led to his trouble. He may now bet- | 
ter realize the need for throwing these crutches 
away and standing on his own feet, facing the is- 
sues which led him against society. Of course, Joe’s 
reactions to his experiences are unpleasant for him 
to face and he has unconsciously avoided them all 
this time. Now that we have dealt with them 
openly, we find that his life has not been as badly 
damaged as he had thought; his attitudes towards 
these past experiences can be changed. 


‘In connection with this discussion some of you 
ventured to say that Joe had a weak conscience. 
We agreed that a conscience was a sense of right . 
and wrong which we pick up in our childhood. Now 
we recall that in the first ten years of Joe’s life he 
was forced to steal and to lie. He was allowed to 
follow the course of least resistance. We may 
readily appreciate his failure to develop an under- 
standing of the limitations which society imposes 
upon an individual, because he was not reared 
within these limitations. But now if he under- 
stands the influence of these deprivations on his 
misconduct which brought him here, he may make 
an effort to see these weaknesses as they really 
exist and make a deliberate effort to correct them. 


“Next we decided that Joe was defiant of author- 
ity. There was little doubt expressed that this type 
of behavior first developed as a defiance of his par- 
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ents whom he resented, and that this feeling was 
later expanded to include all of society. In time 
this feature of resentment and defiance became a 
fixed part of his behavior and personality. This be- 
havior was shown wherever authority crossed Joe’s 
path. 

We also agreed that Joe’s unwillingness to face 
himself and his weaknesses had led him to develop 
many detours in his effort to avoid dealing with his 
problems. We spoke of his ‘phoney conceit’ and 
his school ground ‘bullying’ which were means of 
hiding his feelings of inferiority. We revealed that 
he shifted blame wherever possible to avoid criti- 
cism from others. These behavior patterns were 
defenses which Joe acquired to help him maintain 
his self-esteem. 

“We ventured to suggest how Joe might adjust 
his behavior and attitudes. Although we have done 
our part in helping him to understand his problems, 
the question of the change rests squarely upon Joe. 
These suggestions, however, have been made: 

1. That he should continue to analyze his present 
attitudes and whatever needs he has for main- 
taining them. 

2. That he should make a deliberate effort at 
changing his behavior in accordance with the 
better understanding he achieves of himself. 

3. That he should try to accept himself for what 
he is—neither an extremely inferior person nor 
an extremely superior person.” 


15 UL GOING 
To DO ABOUT IT? 


1 MAKEA DELIBEMATE EFFORT 
TO UNDERSTAND THESE 
CHILDH%D PATTERNS AND 
THEIR, RELATION TO ADULT 

BEWAVIOPS 


2 UNDERSTAND th NEED pn 
PEADJUST MENT cad CHOOSE 
A NEW MEANS o SATISFYING 
HIS PERSONALITY NEEDS 
WHICH IS SOCIABY ACCEPTED. 


Introduction of New Concepts in Synthetic 
Phase 

In the periods following the group analy- 
sis of a member, we feel that it is appropri- 
ate to present visual aids which will intro- 
duce discussions of new dynamics which 
have been pointed out in the case. 

The foregoing illustrative story brought 
out several psychological mechanisms which 
will be discussed—primarily, compensation, 
projection and displacement. The primary 
purpose of the visual aid pictures is to pre- 
sent a story or depict a character which is 
common to each of us in daily life. Thus, we 
convey the meaning, significance, and use of 
the mechanism by illustration rather than 
by definition. The group is allowed to apply 
the mechanisms either to the case discussed 


or to themselves. 
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The hour following Joe Doaks case, the 
mechanism of “Compensation” was under- 
taken. The pictures are projected on the 
screen and the group is led to a discussion 
and interpretation of the behavior por- 
trayed. The crude conclusion of the group 
are clarified by thé group therapist in the 
manner illustrated: 


I. Compensation. 
A. Normal Compensation. 


(1) Compensation for a perceptual defect: 

Human interest 
stories of heroic 
success in spite of 
blindness or deaf- 
ness find popular 
appeal in current 
periodicals and 
newspapers. These 
people do represent 
heroic effort, but 
they also demon- 
| strate the mecha- 
nism of compensa- 
tion. They develop remaining senses to act “in 
absentia” for them issing function. They also di- 
vert attention from the defect and dissipate their 
burdensome tension. Reference may be made to a 
well known personality like Helen Keller or Alec 
Templeton. 


| 


(2) Compensation for a Physical Defect: 

Not infrequently, 
our attention falls 
upon a very suc- 
cessful individual 
who bears a physi- 
cal handicap. We 
unconsciously gaze 
him with admira- 
: | tion for his fortitude 
and resourcefulnéss. 
. We rarely stop to 
understand that this 
individual has capitalized on the healthiest usage 
of compensation. His physical defect has called for 
extraordinary men- 
tal development to 
compromise with 
his handicap or for 
an exertion of. max- 
imum energies. to 
overcome his physi- 
cal weakness. The 
career of Theodore 
Roosevelt and Glenn 
Cunningham may be 
used illustrate 
this use of the 
mechanism. 
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Compensation for Social Inadequacy: 


The presence of 
social inferiority 
spurs many people 
to develop attributes 
which will make 
their insecurity less 
conspicuous and less 
disquieting. These 
achievements are 
often made in pur- 
suits where little 
competition is en- 
countered and where 
the individual will have good opportunity to excel. 
These activities usually include such hobbies as 
gardening, prolific reading, stamp collecting, and 
unusual sports. In this manner, attention is directed 
to the accomplishment rather than being focused 
upon the inadequacy. 


B. Overcompensation. 
(1) Compensation for a small physical size: 


We are all famil- 
iar with the under- 
sized fellow who 
carries a chip on his 
shoulder. His man- 
ner is pompous, his 
voice is_ blustering. 
His actions seem to 
say, “I may be lit- 
tle, but I am plen- 
ty tough.’? Undoubt- 
edly his diminutive 
size fails to suggest 

the strength and authority which he vainly desires 
and which he cannot attain. He unwittingly ac- 
cepts an attitude which will secure the recognition 
he craves. Thus, he attempts to divert attention 
from his deficiency by his compensating behavior. 


(2) Compensation for Intellectual Inferiority: 


Always over zeal- 
ous to impress his 
listener, indi- 
vidual is well known 
for his illogical 
views from which 
he cannot be dis- 
suaded; for his un- 
timely irrelevant 
quotations which he 
has labored to mem- 
orize; and for his 
misuse of technical 
words. He is no problem to understand for his 
shallow behavior is a substitute accomplishment 
which makes him less concerned with his inferi- 
ority. 
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(3) Compensation for Insecurity: 

This individual is com. 
monly referred to ag he, 
ing conceited, ‘“‘hardheag. 
ed,” or unreasonable. We 
all know him—he can 
never be wrong. His Pos- 
itive manner often wing 
an argument but it loges 
a friend. His exalted gels. 
satisfaction is an uninten- 
tional facade which hides 
his lack of confidence ang 
insecurity. By denying his 
inferiority to himself and society, he reduces his 
inner tension which his defect occasions. 

(4) Compensation by Conspicuous Morality: 

This individual has a 
very rigid code of mor. 
al values which she at- 
tempts to impose upon 
society. Of course, 
these demands are as 
eccentric and as inhu- 
man as their author, 
She asserts that rouge, 
lipstick, bobby socks, 
and dancing are im- 
moral. You may prop- 
erly assume that this 
bigoted behavior is an unwitting effort to cover up 
a will to evil whether it be in social, sexual, or in- 
tellectual fields. 

C. Abnormal Compensation. 

(1) Compensatory Delinquency for Childhood Dis- 

comforts: 


Delinquent 
behavior is 
often assumed 
to be a consti- 
tutional weak- 
ness. More oft- 
en repre- 
sents a com- 
pensation for 
inferiority 
feelings which 
stem from the 
emotional dis- 
turbances of childhood. This behavior represents 
an unconscious revenge upon an inattentive society 
and provides an anti-social substitute for achieve- 
ment. The offender receives recognition and com- 
pensatory satisfaction which ameliorates his pain- 
ful feeling of inferiority. 

At the end of the discussion of compensation at- 
tention is called to the application of this mecha- 
nism to Joe’s case, i.e., his physical domination and 
conceit. 

II. Projection: 

(This discussion is also approached with compro- 

mised accuracy.) 


ay 
hes 
| 
‘| 
* 
“A 
‘ 
pa 


A. Blame shifting, fault finding, criticism, and in- 
; tolerance.— These pictures are shown to the 
group and the following questions direct the dis- 


cussion : 


. “What is happening?” 
2. ‘What is he saying?” 


ing shifted?” 

. “Why doesn’t the 
guilty party accept the 
blame?” 


Conclusion: Because 
he doesn’t want to 
admit clumsi- 
ness and stupidity. 
Shifting the blame 
gives temporary 
mental relief. 


1. “What is the big fellow saying?” 

2. “Is the little fellow everything the big fellow 
called him ?” 

3. “Is it possible that the big guy is giving his own 
faults to the little fellow?” 

4. “Why?” 

Conclusion: The big guy is obviously at fault 
but he can’t face his own blundering behavior; 
therefore, he blames the little fellow for his own 
weakness. 

Now let us suppose that this Jodie is a critic. 
1. “What is he think- 

ing?” 

2. “Why does he ac- 
cuse the other fel- 
low of being a wolf 
who is up to “no 
good ?” 

3. “Is it possible that 
he is judging the \ 
other fellow by his 
own feeling and be- 
havior ?” 


. “Why is the blame be- 
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Conclusion: This critical fellow is simply finding 
his own faults in others. He finds it easier to hang 
his bogies on someone else’s neck. The fact is that 
he would like very much to be in his friend’s shoes 
in order to do the very thing for which he criticizes 
him. Thus we may say that other people are actu- 
ally mirrors in which we often see our own image. 
1. ‘What is the dis- 

cussion about?” 

2. “Must it neces- 
sarily be about 
our suspicious 
friend?” 

3. “Then why does 
he think so?” 

4. “Might this hap- 
pen to you when 
you go home?” 

5. Why?” 
Conclusion: Because we are often inclined to 

shift our feeling of guilt to someone else. This be- 

havior may be temporarily comforting, but it is 
quite hazardous to our happiness and mental bal- 
ance. 

If, in this discussion we can simply convey the 
idea that we all have disquieting weaknesses which 
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we unwittingly attribute to others in order to main- 
tain our own mental peace and that these weak- 
nesses can be handled in a healthier manner, then 
we have illustrated the useful meaning of the mech- 
anism of projection. 

III. Displacement: 

The group is allowed to fill in the legend for this 
rather familiar story. The question of why the dog 
was kicked is discussed. The chain of abuses is 
traced from the captain to the dog. If the group can 
understand that we often release our pent up emo- 
tions upon someone other than the responsible per- 
son and that usually the target for our abuses is 
one who cannot retaliate, a satisfactory usage of 
the mechanism has been conveyed. 


Last, the dynamics are applied to the case study 
which has just’ been completed. Of greatest benefit 
however, is the intellectual preparation which the 
group receives for future analyses. 


CONCLUSION 

This study in Group Therapy was con- 
ducted in an Army Rehabilitation Center. 
The subjects in this program were military 
offenders who had received a General Courts 
Martial. Although confined as a punitive 
and corrective measure, the inmates’ chances 
for restoration were good. Despite the pres- 
ence of the incentive for restoration to an 
honorable status in the Army, bitterness and 
resentment were wide-spread. The form of 
therapy described above was designed to 
overcome resistance and negativism as well 
as to work in an indirect manner with the 
inmates emotional and personality problems. 
Our subjective and limited objective impres- 
sions indicated that the program yielded fa- 


AUGUS) 


vorable results. An accurate evaluation of 
the efficacy of the study cannot be Made 
since it was not done under controlled ¢op. 
ditions. This report is not, therefore, mage 
with the intention that any therapist shoylg 
accept this form of therapy in toto. Because 
of the variations in the personalities of ther. 
apists, and because of the difference in the 
types and needs of groups, it is hoped that 
other therapists may at least gain some 
stimulating ideas from parts of this report 
which will aid them in the development of 
their own techniques. 


If a conclusion must be drawn from this 
work, it may be said that this form of ther. 
apy fitted favorably our personalities and 
our Rehabilitees’ needs. The shifting of this 
installation, however, from the status of a 
Rehabilitation Center to a Disciplinary Bar. 
racks materially lowered the chances for re. 
storation and placed a poorer quality of in- 
mate at our disposal. With this change in 
status, we found this form of therapy to be 
inadequate. A change to a different ap. 
proach was necessary. This new approach 
was studied under controlled conditions and 
is being prepared for a later report. We may 
at least deduce that sensitivity to the needs 
of a group, as well as receptiveness to 
changes, are prerequisites for a group ther- 
apist. 


AUTHOR'S NOTE.—Grateful acknowledgment is made 
to Mr. Howard Fralix for his preyaration of the visual 
aids which have been reproduced in this article. 
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Isolated Autonomic P henomena in Conversion Neurosis 


LovuIS BERLIN, M.D. 
Ann Arbor, Michigan 


In the presence of severe anxiety, patients 
frequently manifest multiple somatic signs 
such as tachycardia, hypertension, hyperhi- 
drosis, and vasomotor disturbances of the 
extremities. Under some circumstances, 
however, the autonomic imbalance instead 
of producing a generalized effect, may con- 
centrate on one physiologic sphere and re- 
sult in a local disturbance which simulates 
a primary organic disease. This type of ex- 
cessive autonomic reaction localized to a 
single extremity may be provoked by a triv- 
ial injury which assumes affective signifi- 
cance when inflicted in the presence of pre- 
existing emotional and autonomic instabil- 
ity. : 
It has been a striking observation that 
while most soldiers react even to severe 
wounds of the extremities with normal rep- 
arative processes, some who sustain minor 
wounds develop extensive vasospasm, cyano- 
sis, hypothermia, and edema, that extend far 
beyond the limits of the wound. This re- 
sponse to trauma is far out of proportion to 
what might be anticipated. These states of 
functional vasomotor disease following mi- 
nor trauma have been variously designated 
as reflex dystrophy of the extremities (1), 
physiopathic state (2), causalgia minor (3), 
peripheral trophoneurosis (4), painful post- 
traumatic osteoporosis (5), and chronic 
traumatic edema (6). The authors who have 
written about this problem tend to attribute 
the syndrome to abnormal local sympathetic 
reflexes. This limited approach ignores the 
role of the central autonomic representation 
in determining the peripheral autonomic re- 
sponses and fails to take into account the 
psychodynamic pattern of response of the 
individual. It should be emphasized, there- 
fore, that the excessive autonomic reactions 
restricted to a single extremity indicate not 
merely a local disorder but reflect a general 
emotional and autonomic disturbance. The 
site for the local manifestations is prepared 
by physical and emotional determinants 
which render that area susceptible. As evi- 
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dence of this type of response, the following 
cases are presented. 


Case I 

K. F., a 31 year old Pvt., was evacuated 
from France because of a “paralysis” of his 
right hand of three weeks’ duration. His 
previous history was replete with neurotic 
visceral reactions to feelings of insecurity 
and inadequacy. He had been frequently 
sent home from school because of tremulous- 
ness and an abdominal disorder character- 
ized by cramping pains, nausea, and vomit- 
ing. He had always had severe sweating of 
his hands, feet and axillae. There were fre- 
quent periods when his hands suddenly be- 
came cold and blue, and at times a single 
finger would blanch. 

While under combat conditions in France, 
he developed a mild impetiginous rash of 
both hands but slightly more severe on the 
right. Shortly after, there appeared a “pa- 
ralysis” of the right hand. Although the 
rash responded readily to treatment, the 
hand remained immobile. The fingers were 
held approximated and their passive separa- 
tion was followed by a slow, spontaneous re- 
turn to the adducted position. The right 
hand was cold, cyanotic, hyperhidrotic, and 
the skin was tense, edematous, and inelastic. 
The left hand, though cool and moist, was 
relatively uninvolved. 

The syndrome was interpreted as a vaso- 
spastic state superimposed upon a hysterical 
paralysis and therefore novocaine blocks 
were performed at the first and second tho- 
racic sympathetic ganglia. There followed 
the usual transient relief of vasospasm and 
hyperhidrosis. After the second block, in 
order to take advantage of the physical im- 
provement, sodium penthothal narco-hypno- 
sis was instituted. In the hypnotic state he 
regained complete sensory and motor func- 
tion. The significance of the right hand be- 
came apparent when he re-enacted his emo- 
tional experiences such as throwing hand 
grenades and grabbing his rifle with that 
hand. These narco-analytic sessions were re- 
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peated four times. At their conclusion, the 
color of the hand improved, it became 
warmer, and voluntary movement of the 
fingers was present. Although some im- 
provement of the local symptoms was main- 
tained, the threat of return to combat while 
he was still overseas produced a tendency to 
relapse between hypnotic sessions. 

Comment: The patient had always been 
a conforming, insecure individual whose pat- 
tern of visceral reaction afforded him relief 
from anxiety and from his inability to ex- 
press an aggressive attitude toward life sit- 
uations. The anxieties and aggressions of 
combat were tolerated until a mild local ill- 
ness offered him an acceptable release from 
both. The “paralysis” which he attributed 
to the impetigo, rendered his hand ineffec- 
tive for further aggression, and satisfied his 
super-ego. His fixation on that extremity 
not only produced motor and sensory effects, 
but also autonomic repercussions. 


Case II 
F.H.K., a 29 year old soldier, was admit- 
ted one week after he had sustained a slight 
glancing bruise of the left foot by a trailer 


while he was being subjected to enemy shell 
fire. 

As in the previous case, his past history 
disclosed numerous neuropathic traits, such 
as nail biting, frequent pyrosis, belching, ab- 
dominal pains, and nausea and vomiting fol- 
lowing exertion. In the past six years he 
had complained of dizziness when exposed 
to disagreeable foods. In combat he went 
about “trembling like a leaf,” was too trem- 
ulous to be able to sleep, and had frequent 
periods of vomiting. After hospitalization 
he still felt tense, tremulous, woke up 
“scared,” had stabbing chest pains, parox- 
ysms of palpitation, and marked tremors of 
his hands. 

At the time of injury, the skin remained 
intact and there was only mild swelling and 
ecchymosis. However, within the next week 
the foot became painful, blue, swollen and 
cold so that hospitalization was necessary. 
Despite active physiotherapy, the symptoms 
gradually increased and ascended to involve 
the whole leg. After the edema had persisted 
for one month, a novocaine block at L2 and 
L3 was performed and achieved only tran- 
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sient relief of the circulatory difficulty, Sub. 
sequent alcohol blocks produced more pro. 
longed improvement, but three weeks 
the injection, the foot was still swollen, cya. 
notic, and had again become colder than the 
normal leg when exposed to English room 
temperature. 

During hospitalization the patient refuseq 
to walk except with the aid of crutches 


Physical examination revealed a markeg | 


weakness of voluntary power of the affected 
extremity which was out of proportion to 
any disuse atrophy. Reflexes were active 
and equal bilaterally, but a Hoover’s test jp. 
dicated that the weakness of the left leg was 
a conversion phenomena. 

Comment: This patient also reacted to 
anxieties with diffuse somatic disturbances, 
until some tangible trauma yielded a mech. 
anism for relief. Whereas previously there 
were signs of general autonomic instability, 
with the conversion the predominant signs 
appeared at the site of the conversion. 


Case III 

J.T.B., a 24 year old white Pfc., fell asleep 
while driving a truck. The truck overturned 
and he was pinned under it for about two 
and a half hours with his left shoulder in 
such a position that he was unable to ex- 
tricate himself. When he was rescued, there 
was noted only a mild abrasion of the left 
shoulder and arm, but no evidence of circu- 
latory disturbance. However, he developed 


immediate complete loss of voluntary power | 


and sensation of the whole left upper ex- 
tremity. Two weeks later it was noted that 
he had a long glove hypalgesia of varying 
degrees and levels, a tremor of the right 
(uninjured) hand, anorexia and sleepless 
ness. Ether narco-analytic interviews were 
performed and during these sessions he re 
gained active movement of all muscles of 
the left upper extremity. In the conscious 
state, the “paralysis” was retained. It was 
not until six weeks after the accident that 
he began to experience any return of sen- 
sory or motor function. Five months later 
he still complained of deep aching pain in 
the whole left upper extremity and difficulty 
in moving it. There was a relative hypal- 
gesia up to the left elbow, weakness of the 
left upper extremity, and a tremor of both 
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‘hands. Reflexes were equal bilaterally and 
electrodiagnostic studies failed to reveal any 
motor abnormality. There was a relative 
coolness of the left hand as compared to the 
right and a cherry red discoloration of the 
left hand, which extended at times up to the 
lower third of the forearm. The patient con- 
tinued to complain of anorexia, insomnia, 
feeling “nervous and jumpy,” and suffered 
from a marked startle reaction to noise. He 
resented any strong urging to use his hand 
as a failure to appreciate his difficulty, and 
a reflection upon his integrity. He made fre- 
quent inquiries about the disability compen- 
sation to which he would be entitled. 
Comment: The incidents attendant upon 
the accident presented him with an opportu- 
nity to atone for the guilt he felt for his neg- 
ligence. The supposed injury (resulting from 
his being pinned down) relieved him of the 
feelings of responsibility and even formed 
the basis of a disability claim. The conver- 
sion of symptoms on the extremity resulted 


in an autonomic disturbance localized to that 


area. 
Case 1V 

W.W., a 42 year old Negro soldier, twisted 
his left hip in jumping out of a moving jeep 
while being pursued by military police. One 
month later he began to experience pain ra- 
diating down the posterior aspect of the 
thigh and leg to his toes. There was a com- 


- plete loss of sensation below the left knee. 


The left leg felt “too weak to stand on.” De- 
spite the sensory loss and weakness all re- 
flexes were intact and equal. During exam- 
ination he reacted to all procedures with 
complaints of severe pain and refused to get 
out of bed because of the pain. Myelography 
suggested the possibility of a herniated disc 
but removal of the disc failed to alleviate the 
disability. He maintained a marked limp, 
was unable to walk without the aid of a 
cane or crutches, complained of sleepless- 


hess, anorexia, headaches, tremulousness, 


dizziness and impotence. He showed a per- 
sistent tremor of the hands, occasional 
tachycardia, hyperhidrosis of the hands and 
feet, and he required frequent sedation for 
sleep. He suffered from considerable guilt 
and anxiety about an illegitimate child and 
the possibility that his wife would discover 


DISEASES OF THE NERVOUS SYSTEM 


the affair. His dreams were disturbed by 
visions of being punished. He was also ap- 
prehensive about the prospects of civilian 
adjustment. 


Physical examination revealed no changes 
in the reflexes or atrophy, but a considerable 
loss of voluntary power and a stocking an- 
esthesia up to the left knee. There was noted 


‘a slight persistent edema of the left leg and 


foot, and the left foot remained cooler than 
the right. He was subjected to many pe- 
riods of hypnotic trance which were followed 
by brief post-hypnotic relief of pain. On one 
occasion while under a state of hypnotic sug- 
gestibility, the left leg was made tempo- 
rarily warm and was then allowed to cool. 


Comment: Here too physical trauma of-. 


fered a means of resolving the patient’s con- 
flict and relieving his guilt. The develop- 
ment of a conversion not only resulted in 
the usual sensory and motor signs, but also 
concomitant vasomotor signs. 


Discussion: 

These cases show certain characteristics 
in common. There existed a background of 
emotional and autonomic instability. A 
physical trauma incurred under emotionally 
charged circumstances precipitated a con- 
version reaction. There then followed local 
autonomic hyper-reactivity far out of pro- 
portion to the physical incident which de- 
termined the site of the conversion. The au- 
tonomic changes developed simultaneously 
with the conversion, but long after the phys- 
ical damage had healed, the conversion and 
autonomic manifestations remained. 


Other authors have noted such isolated 
autonomic disturbances associated with per- 
sonality difficulties. S. Weir-Mitchell' in 
1884 described a unilateral edema and hypo- 
thermia associated with hysterical hemi- 
plegia. The cases he described also mani- 
fested generalized autonomic disturbances 
such as headaches, palpitation and cessation 
of menses. In 1915 Babinski and Froment? 
described a state of hypothermia, decreased 


oscillometric oscillations, vasomotor changes - 


of the skin, exaggerated reactions to cool- 
ing, and trophic changes in the nails in an 
extremity affected by a conversion paralysis. 
However, they did not correlate the physical 
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effects with the personality disorder. Pur- 
ves-Stewart* stated that “Acute emotions 
normally manifest themselves by transient 
visceral and vascular reactions ... some- 
times a limb affected by a hysterical paraly- 
sis or anesthesia may show excessive vaso- 
motor spasm so that if pricked or cut it 
bleeds less than the normal limb. Such pre- 
nomena may be demonstrated during the 
hypnotic trance.” Waggoner‘ reported a 
case of severe sweating localized to the ulnar 
aspect of the right hand and lower part of 
the forearm that occurred paroxysmally 
when the patient was in school, when she 
was excited or attempted to write or work. 
During the localized disphoresis, the area 
showed vasomotor changes. Recently Lidz 
‘and Payne’ presented a case of causalgia fol- 
lowing a self inflicted amputation of a finger. 
Forty-nine days after injury there appeared 
flushing, edema, excessive sweating, and in- 
tense pain. By psychotherapeutic measures 
and the removal of guilt feelings they were 
able to help these symptoms subside. 

Some authors*" "cl. impressed with the 
organic changes and pre-occupied with treat- 


ing the peripheral sympathetic fibers, have 
minimized or ignored the psychogenic back- 
ground of the syndrome. Yet in deTakats’® 
cases of “reflex dystrophy of the extremi- 
ties” there is “often a glove-like hypo-esthe- 
sia which does not follow any sensory nerve 


distribution . . . their emotional upsets ag- 
gravate the picture.” 

These vasomotor phenomena are not 
merely associated accidentally with conver- 
sion phenomena, but clinical and physiologi- 
cal evidence indicates that the conversion 
mechanisms themselves are directly respon- 
sible for the exaggerated local autonomic 
reaction. The influence of suggestion and 
emotional factors on vasomotor phenomena 
has been demonstrated by the changes in 
skin temperature produced by emotionally 
charged stimuli,’ the improvement of vas- 
ospastic states produced by suggestion‘ and 
the influence of emotional difficulties on the 
course of the vasospastic phenomena of Ray- 
naud’s disease.** Usually these effects are 
bilateral. However, cerebral influences are 
capable of producing unilateral autonomic 
effects. It is common observation that fol- 
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lowing unilateral organic cerebral lesions o 
stimuli, the paretic extremities may show 
changes of temperature, circulation, Pilomo. 
tor and dermographic responses.'* Also fune. 
tional cerebral states induced by hypnogig 
can alter the autonomic status of one limb, 
Normally, in the absence of any lateralizing 
cerebral influence, autonomic responses ty 
stimuli are symmetrically equal. Thus, Sat. 
tler’’ found that the unilateral application 
of a non-affective pain stimulus to normal 
subjects produced a bilaterally equal vago. 
motor response. This emphasizes the jm. 
portance of cerebral direction in effecting 
a localized autonomic response. 

The cases presented in this paper showed 
not merely functional changes, but “or. 
ganic” effects such as edema and trophic 
changes of the skin also appeared after the 
syndrome had been maintained for some 
time. When the presenting symptom is an 
organic disability of an isolated part, it may 
seem far-fetched to attribute it to emotional 
trauma. However, analogous organic de. 
rangements may involve primarily one or- 
gan in such functional syndromes as mucuos 
colitis, peptic ulcer, and menstrual distur 
bances.'* Waggoner and Malamud"® have re. 
ported structural changes in the brain fol- 
lowing functional vascular alterations in the 
course of schizophrenia. Torda and Wollf” 
demonstrated that vasomotor disturbances 
can produce patho-anatomic changes in the 
vessels themselves. It is, therefore, con- 
sistent to ascribe the pathologic changes in 
the limb to the functional effects initiated 
by the conversion. 

Undoubtedly in many cases that develop 
the ‘“causalgia minor” syndrome, the usual 
features of bizarre sensory or motor loss are 
not evident. However, the trivial trauma 
must undoubtedly assume considerable af- 
fective importance for as White and Smith 
wick”! observe, these “injuries would have 
no such effect on a more stable individual.” 
The appearance of inconsistent neurologic 
signs of conversion serves to dramatize the 
influence of emotional pattern and is the clue 
to psychogenic basis of the disturbance. 

From the physiologic point of view, the 
development of a local disturbance as patt 
of a conversion reaction to general anxiety 
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demonstrates that** “Although the sympa- 
thico-adrenal system has a tendency toward 
massive discharge, one part may be involved 
without necessarily involving the whole.” 


Summary and Conclusions 

Experimental and clinical evidence indi- 
cates that the usual autonomic responses to 

ripheral stimulation are symmetrical and 

eneralized. Furthermore, the responses fluc- 
tuate with the emotional state of the indi- 
vidual. 

However, the autonomic status is not in- 
variably bilaterally equal. Organic cerebral 
lesions or functional cerebral states induced 
by hypnosis can evoke unilateral autonomic 
responses. 

Generalized autonomic responses are 
aroused by “free floating” anxiety. In con- 
trast to this, isolated autonomic changes 
may occur when the fixation of symptoms 
on a single limb effects a further autonomic 
decompensation. Thus the development of 
a conversion reaction from a background of 
general anxiety can intensify the autonomic 
disturbance at the site of the conversion. 
The resultant local hypothermia, cyanosis, 
edema and inelasticity of the skin may cre- 
ate the impression of a local organic disease. 
The development of a local autonomic re- 
sponse out of proportion to the physical 
trauma indicates more than a disturbance of 
peripheral innervation, but the presence of 
an underlying central, emotional disorder 
which may find its expression in a conver- 
sion syndrome. 
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P sychogenic Headache” 


MILTON ROSENBAUM, M.D. 
Cincinnati, Ohio 
In general, psychogenic factors produce sentment, and aggressive impulses of an jp. 
symptoms in one of two ways.t The symp-_ tensely destructive or cruel nature. 
tom may originate on a purely psychological Furthermore—and it is this component 
level and as such is not determined by any which produces the internal conflict—these 
known physiological or pathophysiological impulses are usually harbored against a pep. 
changes in the organism. Symptoms pro- son toward whom the patient feels indebted, 
duced on a psychological level usually can |oyal; or one whom the patient overtly loves 
be understood in terms of their symbolic and admires; or, toward whom society or his 
meaning. Obviously, to understand the spe- conscience demands only feelings or expres. 
cific meaning of such a symptom, one needs sions of love and tenderness. In this latte 
to be familiar with some general principles category would be parents, children, broth. 
of dynamic psychopathology in addition to ers and sisters, marital partners, or key per. 
more specific information about the person ons outside the family who may consciously 
with the symptom. In this category of sym- or unconsciously play the role of or repr. 
bolic symptoms are some of the more eso- sent family figures. This type of psycho. 
teric psychiatric symptoms such as unnat- logical constellation produces guilt feelings, § 
ural fears, phobias, obsessions, etc., all of and since it is well known that actual or 
which have a symbolic meaning and repre- fancied suffering is a tested and tried hy. 
sent solutions—neurotic for the most part— man means of alleviating guilt, it is n 
of certain conflicts. wonder, then, that psychogenic pain is such 
Psychogenic symptoms may also result a common neurotic symptom. Many peopk 
from certain physiological or pathophysio- suffer from feelings of guilt without any 
logical changes in the organism. These lat- awareness of such feelings; in other words 
ter changes are best understood as the phys-_ the guilt feelings, similar to the hostile feel. 
iological concomitants of an emotional feel- ings, may be unconscious. As a matter of 
ing or state. fact, a therapeutic gain is achieved when 
By far the most important and most the patient is made aware of his guilt feel 
common, and at the same time the least un- ings. The close association of suffering and 
derstood psychogenic symptom which the feeling of guilt is well illustrated in the| 
physician has to deal with is pain. The psy- numerous religious rituals (fasting, self-im- 
chodynamics responsible for the symptom posed prohibitions, self-torture, self-punish- 
may be the same whether or not the symp- ment, etc.) which so many people submit to 
tom is expressed on a purely psychological for the express purpose of begging Divine 
level or a physiological level, or both. Usu- forgiveness. 
ally, neurotic pain represents the price in There are many other factors which play 
suffering a patient pays for harboring (con- a role in determining why the choice of the 
sciously or unconsciously) certain impulses, neurotic symptom is pain, and why it is ofa 
wishes, feelings or desires which are unac-_ specific type, such as headache, back pain, 
ceptable to his own conscience and which he etc. A person may develop pain on a net 
is unable to face and deal with in a con- otic basis as a result of “identification.” By § 
scious, logical, or rational manner. Clini- “identification” is meant the psychological 
cally, it has been found that the most com- process through which a person, consciously 
mon impulses which lead to internal con- or unconsciously, assumes certain attitudes, 
flict are those of hate, hostility, intense re- mannerisms, or behavior characteristics d 
another person as a result of a desire to Bf 
*From‘the Department of Psychiatry, University of Cin- like or take the place of the other person. 


cinnati College of Medicine and the Psychiatric Service of = . ° ere 
tke Cincinnati General ‘Heepttal. The identification may be positive or negt 
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tive. If positive, it is based on a wish to be 
like the other person because of admiration, 
love, respect, etc. If negative, it is based on 
hostile feelings with resulting guilt toward 
the other person, and in such instances the 

rson assumes those attitudes of the other 
person which produce suffering or pain. As 
an example, one could cite the case of a girl 
who had harbored bitter resentment against 


7 her mother. As her resentment with its 
te resulting guilt became more intense, the girl 

developed headaches. It was learned that 
daches for 
his @ the mother suffered from headaches fo 


understanding of the daughter’s hidden feel- 
ings toward the mother, was the clue to the 
girl’s headaches. This type of mechanism 
is most commonly found in patients suffer- 
ing from hysteria. 

In other cases the symptom may be a 
means to an end, the end being the gratifica- 
| tion and pleasure which comes with gaining 
attention or affection. This is not uncom- 
mon with those people who, early in child- 
hood, learned that the only time they could 
gain love, affection, or attention was when 
they were sick or suffering from pain. Iden- 
tification plays a role here, also. The girl 
with the headache may be secretly wishing 
for the attention that the mother used to 
get with her headaches. In some patients 
with psychogenic pain, including headache, 
whom we have studied recently, the symp- 
tom of pain has been found to be related to 
certain crucial past experiences in the life 
of the patient in which pain was a promi- 
nent component, resulting either from an 
accident, injury, or iliness. The pain-mem- 
ory of such past experiences can be recalled 
when similar situations are encountered or 
when the present emotional status of the 
patient is one in which pain can be utilized 
to alleviate feelings of guilt. The second 
case is an example of this mechanism. 


Headaches on a Physiological Basis 

In the past several years Wolff? and his 
co-workers have made intensive studies of 
the physiological mechanisms of headaches. 
In brief, they demonstrated that the physio- 
logical mechanisms responsible for head- 
aches are related to functional changes in 
the cerebral and cranial vascular system in 
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many years, and this fact, together with the | 


certain types, and in others, increased ten- 
sion in the muscles around the head and 
neck. In migraine, the attack may be ini- 
tiated with a constriction of intra-cerebral 
vessels, which is associated with the focal 
neurological signs and symptoms of the 
aura, while the throbbing headache is asso- 
ciated with dilatation of the large cranial 
(external carotid artery) vessels. In the 
“tension” type of headache Wolff’ and his 
co-workers have demonstrated increased ten- 
sion in the muscles of the scalp and neck by 
electromyographic studies, and in some in- 
stances have temporarily relieved the head- 
ache by injections of novocaine. The “ten- 
sion” type of headache is usually found in 
patients suffering from anxiety states or 
anxiety neuroses. 

Although these physiological findings help 
us to understand the mechanism of certain 
headaches, they do not elucidate the causa- 
tive factors. Emotional factors stand high 
on the list of etiologic agents which may 
produce these functional changes in blood 
vessels and muscles. The same psychogenic 
factors previously discussed as producing 
headache on a purely psychological level 
may also produce them through the above 
mentioned physiological mechanisms. It is 
not known why the same type of psycho- 
logical conflict produces in one person a 
symptom on the psychological level and in 
another person a symptom resulting from 
the physiological concomitants of emotion. 

The following cases will illustrate the clin- 
ical side of this discussion: 

CasE 1: The patient was a thirty-four- 
year-old, attractive, married woman who 
had suffered from classical migraine attacks 
for the past six years. The attacks were 
occasionally associated with nausea and 
vomiting and would last four to twelve hours 
but could be relieved by gynergen (ergota- 
mine tartrate) in from one to one-and-one- 
half hours. During the attacks the patient 
felt quite depressed. The attacks occurred 
about three or four times a month, usually 
on weekends and especially Sundays. 

The patient was an attractive, extremely 
seductive woman. She led an active social 
life and carried on numerous flirtations 
which she never allowed to end in a sexual 
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affffair. She herself realized that she was 
overly preoccupied with sexual fantasies 
about men and in her sexual flirtations 
played the role of a “teaser,” always letting 
the man down. Despite the fact that she 
was an intelligent and attractive woman, she 
had an intense need to be admired, and with- 
out adequate reasons constantly depreciated 
herself and felt inferior to men. She was 
extremely conscientious and self-critical, and 
in her work as a nurse’s aid always man- 
aged to get the “dirtiest” and most humili- 
ating jobs. 

She had a brother four years her senior 
who died six years ago. As a child she had 
an intense amount of sexual curiosity, es- 
pecially in reference to the male genitals 
which she denied seeing until she was mar- 
ried despite the presence of a brother in her 
home. This extreme sexual curiosity was 
continued into her adult life in typical neu- 
rotic, compulsive fashion. She was married 
to a rather mild and passive man, and al- 
though it was a happy marriage, she criti- 
cized her husband for being more interested 
in books than in social activities and felt 
he was too passive in his sexual advances. 
She had two girls, ages eleven and nine, was 
disappointed in not having a boy and con- 
tinued to have an intense longing for a boy 
baby. About six years ago she underwent 
an abortion at her husband’s insistence, and 
this was a keen disappointment as she so 
longed for a boy. 


A very active dream life was character- 
ized by repetitive sexual dreams, never end- 
ing in a climax, and from which she would 
awaken feeling “mad.” In other dreams she 
openly expressed strong envy of and hostil- 
ity against men. The following dream is an 
example: “I was bathing nude with two 
men and was fascinated by their pubic hair. 
One of the men was killed and the other 
broke his knee.” Her associations to this 
dream dealt with incidents of sexual curios- 
ity as a child, flirtations with men in which 
she was a “teaser,” anger at men, deprecia- 
tion of herself as a woman, and disappoint- 
ment at having two girls and no boys. 


Migraine attacks were usually precipi- 
tated by situations in which she was sex- 
ually frustrated, following which she re- 
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acted with intense rage which she 
pressed. The patient and her husband al. 
most always went to parties on Saturday 
nights when she drank, was gay and finty 
tious. She returned home sexually excity 
and stimulated, and when she was rebuffed 
by her husband, which was frequent, gh 
awoke the following morning with a yy. 
graine attack. Attacks also followed ing, 
dents in which she felt rebuffed by men why 
did not respond to her seductive overture 
There was also a tendency for her attacks ty 
occur more frequently during her menstryg 
periods. 

The onset of the migraine six years ago 
was associated with two events, the death of 
her brother and the abortion. The prolonge 
grief reaction to her brother’s death bore 
witness to her hidden guilt over the broth. 
er’s death, which went back to her childhood 
envy and jealousy of her brother. The abhor. 
tion represented a real blow to her inteng 
wish for a boy baby, and since she blamed 
this on her husband, her hidden resentment 
toward him was intensified although not 
openly expressed. The attacks associated 
with sexual frustration were connected with 
the intense repressed hostility and rage 
against the man. The numerous dreams in 
which men were either killed or injured, mv 
tilated (castrated) were indications of the 
intensity of her destructive and aggressive 
wishes toward men. In this case the r 
pressed and suppressed rage precipitated 
the migraine attacks. The neurotic conflict 
(jealousy, envy, and hostility against men 
with resulting guilt feelings) was expressed 
not only on a psychological level but r 
sulted in functional vascular changes which 
produced the migraine attacks. As the pe 
tient became more aware of these feelings 
her attacks became less frequent and less 
intense. A personality change also occurred 
in that she became less self-critical and self-} 
depreciatory and was able to be happier nf 
her activities as her need to punish and ht 
miliate herself decreased. 


CASE 2: For nine months a twenty-five 
year-old man had experienced outbursts of 
unexplained anger and severe headaches # 
the site of a cranial defect resulting from a 
injury at the age of eleven. Physical, net 
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rological, and x-ray examinations were neg- 
ative except for cranial defect and absence 
of three fingers. 

The life history revealed that the mother 
died after a four-year chronic illness when 
the patient was seven. The patient and 
his older brother were brought up by the 
father, who always impressed on his sons 
their indebtedness to him. He was a stern 
put generous man who shunned social 
contact. For a year after the mother’s 
death the boy vomited frequently and re- 
fused to accept food from his father. Fol- 
lowing this, he became very impulsive and 
was involved in numerous accidents. He 
liked to show off to other children that he 
could do things that they were not permitted 
to do, but actually felt very envious of them. 
With each accident he thought how upset 
his father would be. At age eleven, a home- 
made bomb, which he intended to plant in 
a theatre owned by a man he did not like 
because of this man’s hostility to children, 
exploded in his hand, resulting in a de- 
pressed skull fracture and loss of three fin- 
gers of his left hand. In later years he often 
thought that this was a punishment he de- 
served. Occasional headaches followed re- 
covery. During puberty the boy had some 
masturbatory and homosexual experiences 
which provoked considerable feelings of re- 
morse. He did well in school but left college 
unexpectedly to take a job in another city 
so that “I could live my own life.” One year 
later he married against his father’s wishes. 
His wife was a very dependent girl with 
whom he made a very poor sexual adjust- 
ment. He felt she did not take care of him 
as he thought she should, and he thought of 
returning to his father. During this period 
he advanced rapidly in his work and finally 
was made responsible for all of the safety 
devices in the plant in which he worked. His 
employer was a very paternalistic but also 
very critical man and often said, “You owe 
your success to me.” It was in this setting 
that he developed the severe explosive head- 
aches and feelings of depression, relieved 
during outbursts of rage in which he would 
destroy furniture and other objects. 


The setting in which the headaches de- 
veloped included several factors which had 


a specific meaning for the patient in that 
they were similar to earlier emotionally 
charged experiences. The disappointment 
in his wife in that she failed to “care for 
him as he wished” (mother him), was remi- 
niscent of the loss of his mother during 
childhood. The paternalistic attitude of his 
boss was similar to his father’s attitude, 


which he always resented and against which 


he rebelled. This rebellion reached its height 
at the bombing incident at the age of eleven, 
and the fact that he himself considered his 
injuries as punishment indicated his guilt 
over his extreme hostile and destructive im- 
pulses. The headache which originated in 
the head injury, therefore, became inti- 
mately associated with feelings of hostility, 
guilt, and punishment. Later in life as sim- 
ilar feelings recurred, the “pain-memory” 
(headache) again appeared, on a psycholog- 
ical basis. The destructive impulses against 
his wife and boss (father figure) were 
turned against himself resulting in the 
headaches and depressions. 


CasE 3: The patient was a thirty-five- 
year-old married woman referred by a neu- 
rosurgeon whom she consulted for surgical 
relief of headaches from which she suffered 
for fifteen years, and which had become 
more frequent and severe during the past 
two years. The headaches were localized to 
the left side of the head and behind the left 
ear. 

The essential points in her life history 
were as follows: At the age of seventeen 
she married a young man who apparently 
was a severe psychopathic personality, so 
that her marital life became miserably un- 
happy. He deserted frequently, but she al- 
ways gave in and took him back. However, 
after three years of marriage, she decided 
to leave him and refused to take him back. 
Shortly after she left, he appeared at her 
home and begged and pleaded to return to 
her, and when she refused, he threatened to 
commit suicide. The patient ignored his 
threats and as she left the room, she heard 


a shot and rushed back to find her husband. 


dead. (Interestingly enough, when asked 
where he shot himself, at first she said in 
the chest, but later she remembered the bul- 
let entered the left side of the head.) She 
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then mentioned that her husband had suf- 
fered from a chronic left mastoid with fre- 
quent pain in that region. It was at this 
time the headaches started. She later re- 
married, and when her husband left for the 
service and was sent overseas two years 
ago, the headaches became aggravated. 

In this case the headaches were on a psy- 
chological basis and the clinical diagnosis 
was hysteria. She “identified” with her first 
husband and continued to suffer as he did in 
that she felt guilty for provoking his sui- 
cide. Two years ago when her second hus- 
band left and she was threatened with his 
possible death, the old guilt became intensi- 
fied, and the headaches increased in fre- 
quency and intensity. © 

In the therapy of patients with psycho- 
genic headache, a few pertinent points 
should be remembered. The first and most 
important is the necessity for an accurate 
and complete history, which includes the set- 
ting in which the symptom arose in terms 
of the life history of the patient. More im- 
portant than skill is time; a good history 
means that the physician must spend time 
listening. Although skill can increase the 
understanding of the history, there is really 
no short cut to obtaining a good history. 
The second point has to do with the physi- 
cian’s knowledge of some of the more com- 
mon psychodynamic factors which produce 
headache, and as a history unfolds the phy- 
sician should keep some of these factors in 
mind as a sort of framework of reference. 
Does the symptom result from “identifica- 
tion,” repressed or supressed hostility, guilt, 
self-punishment, or is it an attention-gain- 
ing device? What are the factors in the 
present situation which are producing hos- 
tility and resentment which the patient is 
not expressing? 

The third point has to do with the physi- 
cian-patient relationship. If the patient feels 
that the physician is really an interested, 
understanding, and sympathetic person, then 
as the patient gains confidence in the phy- 
sician, exploration, more or less limited to 
the present situation, can be centered around 
those factors in the patient’s present life sit- 
uation leading to resentment, hostility, and 
self-punishment. No one can guarantee re- 
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sults, but certainly such an approach offers 
possibilities of therapeutic results Which 


may not be achieved by routine drug ang! 


“shot” therapy. 

Recently the author encountered an ¢. 
perience which illustrates the clinica] appli. 
cation of this discussion. A few years ago 
he saw a young woman with severe migraine 
who was openly sullen, defiant and angry at 
being sent to a psychiatrist, and she refuge 
to return for further visits. A few weeks 
ago she was hospitalized for early symp. 
toms of vascular changes due to excesgsiye 
use of ergotamine, necessitated by frequent 
and severe migraine. She was under the 
care of an internist recently returned from 
military service who knew the family situa. 
tion and had an understanding of some of 
the emotional factors in her illness. For. 
tunately, he was able to give her a good deal 
of time, and gradually she began to pour out 
resentment against her family. As he was 
able to make her aware of the connection 
between her suppressed bitter feelings and 


her attacks, she improved considerably and § 


has continued to do so. 


SUMMARY 

Psychogenic headaches may originate on 
a psychological level with symbolic meaning 
or may represent the physiological conconi- 
tants of an emotional feeling. The physio- 
logical mechanisms responsible for head 
aches are related to functional changes in 
the cerebral and cranial vascular system in 
certain types and in other types to increased 
tension in the muscles around the head and 
neck. Three brief case reports were utilized 
to illustrate some of the psychogenic fac- 
tors which may produce headaches. 
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A Clinic P rogram for the Epileptic Veteran 


JOSEPH ZIMMERMAN, M.D. 
Brooklyn, New York 


Lennox! stated that of approximately 17 
million men who participated in World 
War II a conservative estimate of 50 thou- 
sand epileptics would result. He also men- 
tioned that of the 15 to 20 thousand men 
who received head wounds in this war, one- 
half are now or will become epileptic. 

With this in mind, the Mental Hygiene 
Service of the New York Regional Office, 
Veterans Administration, established under 
the immediate direction of Dr. Albert L. 
Deutsch and the writer, an all-inclusive pro- 
gram for the diagnosis and treatment of 
veterans referred to our clinic who were suf- 
fering with convulsive seizures. The pur- 
pose of this paper is to present a preliminary 
report of this program for the information 
and guidance of units in other parts of the 
nation who may desire to set up a proper 


approach in the handling of this difficult 


group. 

In our plan it was found expedient to 
use three disciplines: a psychiatric social 
worker, a clinical psychologist, and a psy- 
chiatrist, as an integrated unit in our 
clinic approach to the individual veteran so 
that an over-all picture of each individual 
problem as it presented itself could be han- 
dled. When a patient is referred for diag- 
nosis or treatment, he is carefully screened 
by the Admitting Officer and an appoint- 
ment made for him to attend our particular 
section of the clinic. A diagnostic case study 
and investigation of the veteran’s family 
background is undertaken by our social case 
worker. Any pertinent factors relevant to 
the proper handling of the case are imme- 
diately conveyed to the Epilepsy Program 
so that we might have an immediate cross- 
section of the problem when the patient ap- 
pears for a psychiatric interview. During 
this interview a detailed report on mental 
status is made with particular emphasis on 
the onset and frequency of seizures and the 
patient’s reaction to his condition. Follow- 
ing this a thorough physical and neurologi- 
cal examination is undertaken to determine 


any possible organic factors, either extra or 
intra-cerebral, that may be causative agents 
in producing the seizures. In addition, the 
patient’s army hospital record is reviewed 
minutely in order to check on our findings. 


After this preliminary work is completed, 
a laboratory study is made including a rou- 
tine urinalysis, complete blood count, dif- 
ferential and hemoglobin estimation, blood 
Wassermann, blood chemistry and glucose 
tolerance test. Electro-encephalographs are 
ordered routinely on all patients accepted in 
our group. 

In our program, the patients were then 
divided into eight groups of 20 to 25 pa- 
tients, for the purpose of carrying on group 
psychotherapeutic sessions which were held 
regularly once weekly. The results of this 
approach to our problem will be published 
at a later date. Suffice it to say that the 
author, together with the staff considered 
the group approach in the treatment of 
large numbers of epileptic veterans coming 
to our clinic as the most feasible and prac- 
tical for proper orientation and re-education. 
During the course of treatment, medication 
prescribed was arranged individually and 
included the following drugs: Phenobarbi- 
tal, Sodium Diphenyl Hydantoinate (dilantin 
sodium), 3, 5, 5—Trimethyloxazolidine—2, 4 
—dione (Tridione), and 3-Methyl 5, 5— 
Phenyl Ethyl Hydantoin (Mesantoin), ei- 
ther alone or in proper combinations as out- 
lined by Merritt,? consultant on epilepsy to 
the Veterans Administration in Branch Of- 
fice #2 (New York). The principal pur- 
pose in our drug therapy was either to re- 
duce the frequency of seizures or to stop 
them completely. 

This method of approach was conveyed 
directly to the veterans in our group ses- 
sions and we found that it helped a great 
deal in their cooperation with us. 

Our clinical psychologist was consulted 
and all available psychological testing ma- 
terial was used in an effort to determine the 
intellectual level and personality status of 
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each patient. The results of this investiga- 
tion are also being compiled for future pub- 
lication. For the time being we can state 
that we have been unable to find “the true 
epileptic personality,” about which so many 
authors have written in the past. 

With the above material at hand, we are 
able to make individual appointments with 
the veteran patients to augment the thera- 
peutic results we achieved. Many of our 
patients preferred the group approach to 
individual sessions because they felt that 
“they were not alone” with their condition. 

Under the supervision of Dr. Albert L. 
Deutsch, the Vocational Rehabilitation Sec- 
tion of our clinic was consulted in an effort 
to help us in achieving economic and social 
adjustment for our patients. This is an ex- 
tremely important factor in helping our 
transference relationship with the group. 
A series of aptitude tests were made under 
_ the guidance of the Special Procedures Di- 
vision of the Advisement Section, and a 
working objective was determined after a 
careful interview with the veteran. He was 
then transferred to the Training Section and 
Job Placement Division where training and 
job placement was properly supervised by an 
individual member of that department. By 
working as an integrated unit with this di- 
vision in attacking this very important 
problem, we sought to allay all fears and 
anxieties that the individual patient might 
have regarding his economic opportunities 
and to prevent any possible social stigma 
that might develop. 

It was estimated that if modern care were 
applied to these epileptic veterans 80% 
would be employable. This means a tre- 
mendous saving of public expense, running 
into millions. 

To date we are in the course of handling 
241 epileptic patients all of whose conditions 


have been established as Service-connectaj 
The types of seizures include grand maj re 
action, focal epilepsy of a Jacksonian 

petit mal triad,* and psychomotor reaction, 


Summary 


1. The use of the three disciplines jp 4 
clinic approach to the epileptic veteran jg 
presented. 


2. Group psychotherapy, in addition to jp. 
dividual sessions and drug therapy, is mep. 
tioned as an aid in the handling of larg 
numbers of epileptic veterans. 


3. Vocational Rehabilitation including Aq. 
visement and Training of the epileptic vet. 
eran employed by our clinic as an aid jp 
group transference and in economic and go. 
cial readjustment of this large group of pa. 
tients to offset any social stigma that might 
develop, and act as a preventive measure in 
the precipitation of future seizures is de. 
scribed. 


4. This program is presented for the pur. 
pose of stimulating similar programs in or. 
der to establish the proper approach in the 
handling of the epileptic veteran. 


AUTHOR’S NOTE: Acknowledgment is made to Dr 
Charles A. Brown, Chief, and Dr. C. Wilbur, Director of 
Education, of the Mental Hygiene Service of the New 
York Regional Office, Veterans Administration, 252 Sey- 
enth Avenue, New York City, in assisting the writer with 
this study. 
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The Brain in Rheumatic Fever * 


KARL T. NEUBUERGER, M.D. 
Denver, Colorado 


Rheumatic Fever is a generalized disease 

of fibrous connective tissue. It would ap- 
r, therefore, that this tissue in the cen- 

tral nervous system may become involved. 
Investigations to ascertain this have been 
relatively few in number, particularly as far 
as more acute cases without prevailing neu- 
ropsychiatric syndrome are concerned, and 
their results are not entirely conclusive and 
consistent. 

Several years ago we’ studied so-called 
rheumatic pneumonia and found that the 
pathologic picture of this condition was 
fairly well defined and characteristic. We 
wondered at that time whether related le- 
sions in the brain might be detectable. When 
Bruetsch? published his stimulating papers 
on late cerebral sequelae of rheumatic fever, 
we felt that a systematic study of early cer- 
ebral involvement might be worthwhile. We 
were interested mainly in cases of children 
and young adults who had died at the height 
of one of the earlier attacks of rheumatic 
fever. Such more or less active cases should 
be separated from others with chronic rheu- 
matic heart disease without striking cardiac 
symptoms, in which the condition was more 
or less an incidental finding at autopsy, as 
it was true in many of Bruetsch’s cases. We 
did not select our material but examined all 
necropsy cases of rheumatic fever up to the 
age of 25 years. Subacute bacterial endo- 
carditis was omitted; the cerebral pathology 
of this disease is well known and doubtless 
different from uncomplicated rheumatic fe- 
ver. Cases of death during the course of 
rheumatic chorea were not available al- 
though some of the individuals previously 
had suffered from that malady. The pathol- 
ogy of chorea consequently will not be con- 
sidered. This report is based on the study 
of material from 10 autopsies performed 
over a period of 16 months. Our studies 
have only just begun; it is quite possible 


*From the University of Colorado School of Medicine. 
Presented at the 22nd Annual Convention of the Central 
Neuropsychiatric Association, Denver, October 4-5, 1946. 


that our conclusions will have to be modified 
as a larger mass of material accumulates. _ 
The ages of the patients in years were: 
7, 9,10 (2 cases), 14, 16, 20 (2 cases), and 
23 (2 cases). In only 2 instances, death 
occurred during what was considered the 
first attack of rheumatic fever, which took 
a protracted course of 5 and 15 weeks, re- 
spectively. The remaining patients had one 
or more attacks preceding the terminal epi- 
sode, over periods of from 1 to 9 years. 


In considering brain lesions in rheumatic 
fever, we must think of three pathogenetic 
possibilities. Lesions may be produced by: 
(1) severe infectious, or allergic, reaction 
with ensuing “toxic” damage to the brain: 
(2) deterioration of circulation, with inade- 
quate blood supply to the brain; (3) “rheu- 
matic” reactions in the supporting tissue, 
with contingent sequelae in the parenchyma. 
We are interested mainly in the third possi- 
bility. 

So-called toxic damage may occur in the 
brain during acute and subacute stages of 
rheumatic fever as in any other febrile dis- 
ease. The resulting parenchymal degenera- 
tion, attended by proliferative reaction of 
the glia and microglia, is in no way charac- 
teristic. This alteration was seen in half of 
our cases. 

Lesions conditioned by impaired circula- 
tion are somewhat more significant. Gross 
infarcts, the pathogenesis of which is un- 
derstood, will not be considered. Sequelae 
of circulatory impairment in smaller vessels 
are more or less numerous microscopic in- 
farcts in the gray matter. They have been 
described by other authors particularly in 
older rheumatic cases (Bodechtel,? Winkel- 
man and Eckel,‘ v. Santha,® Kernohan, Wolt- 
man, and Barnes,® Dublin’). Interestingly 
enough, some observers saw them without 
evidence of vascular occlusion; others con- 
sidered them caused by cortical capillary en- 
dangitis; others attributed them to vascular 
occlusion by embolized masses with ensuing 


259 


d. 
J 

0 
" 


DISEASES OF THE NERVOUS SYSTEM Ay 


organization; yet others ascribed them to 
specific rheumatic endarteritis. 

Such foci were rare in our material. We 
observed them only twice. They consisted 
of minute areas of cortical devastation, with 
“outfall” of neurons, presence of ghost cells, 
and slight glial reaction. Although we did 
not make serial sections, we had the definite 
impression that many of the foci were 
caused by general deterioration of circula- 
tion, associated possibly with local func- 
tional disturbances: the vascular walls ap- 
peared normal histologically. Thrombosis 
and embolism were not demonstrated; en- 
dangitis of the cortical capillaries was rarely 
observed; endarteritis of somewhat larger 
pial and cortical vessels was not seen in this 

Figure 1. Meningeal fibrosis with lymphocytic 

infiltration. 
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Figure 3. Fibrosis of outer coats in a pial vessel. 
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group. The “micro-infarcts” were indistip, 
guishable from lesions that might occur in 
any form of chronic heart disease with 
ually-failing circulation and diminished Sup. 
ply of blood to the brain. 


Apart from the alterations mentioneg 80 
far, are there rheumatic lesions in the cer, 
bral connective tissue, and in the vessels jp 
particular, that resemble those found else. 
where in the body? Do we find fibrinoig 
degeneration of the connective tissue, grap. 
ulomas comparable to the Aschoff nodulg 
in the heart, and rheumatic arteritis? Some 
such findings were observed, but in a limite 
number of cases only, and they were not 
especially impressive. 

Figure 2. Fibrocytic nodule in the leptomeninges, 


Figure 4. Hyalinization of an intracerebral. vest 
with surrounding edema. 


=o 


fr net 


x 

— sc 
| 

| pe 
i Cl 
WwW 

vi 
Lo Cl 
In 
: 

q 
i 


J Us 


DISEASES OF THE NERVOUS SYSTEM 


1947 


Review of Cases 
(1) A 23-year-old woman suffered for 1 
from rheumatic fever. She developed 
schizophrenia 6 months after the onset, re- 
ceived 6 electroshock treatments, recovered 
from the psychosis, but died of rheumatic 
pancarditis with mitral and aortic insuffi- 


ciency. 

(2) A 20-year-old man, whose ailment 
was complicated by a bicuspid aortic valve, 
died 5 weeks after what was considered the 
first rheumatic attack. He was lethargic 
during the last week of life but manifested 
no other nervous symptoms. Autopsy re- 
vealed mitral, tricuspid, and aortic insuffi- 
ciency, enormous hypertrophy of the heart, 
generalized edema, and multiple pulmonary 
infarcts. 

(3) A 9-year-old boy had repeated attacks 
of rheumatic fever for 3 years. He died of 
rheumatic pancarditis with mitral and aortic 
insufficiency, and rheumatic pneumonia. 

The lesions found in these cases may be 
summarized as follows: (1) Slight patchy 
fibrosis of the leptomeninges, with occa- 
sional mild lymphocytic infiltration; (2) 
nodules composed of fibrocytes and a few 
lymphocytes in the meninges, chiefly in the 
walls of the vessels; (3) thickening, fibro- 
sis, and hyalinization of the outer coats, in- 
volving mainly the adventitia, of smaller and 
larger vessels in the brain, choroid plexus, 
and pia, associated occasionally with hya- 
linization of the entire wall, slight lympho- 
cytic infiltration, surrounding edema, and, 
rarely, with swelling of endothelial cells. All 
the lesions were relatively mild, sparsely 
scattered, and without serious consequences 
to the parenchyma. 


Comment 

What is the significance of these altera- 
tions? Can we make the diagnosis of acute 
or subacute rheumatic brain disease from 
these findings? Are the lesions specific his- 
tologically? They are certainly less charac- 
teristic than those in rheumatic pneumonia, 
not to mention those in rheumatic heart dis- 
ease. The vascular fibrosis may well be sec- 
ondary to fibrinoid swelling- of the vascular 
wall, a frequent finding in rheumatic fever, 
and part of generalized rheumatic vascular 


disease (Von Glahn and Pappenheimer‘) ; 
the cellular nodules in the vessel walls may 
well bear some relation to Aschoff bodies, 
although typical cells were missing. (Ac- 
cording to Winkelman,’ true Aschoff bodies 
have never been demonstrated in the brain.) 
However, both types of vascular lesions in 
the brain may be found occasionally in other 
conditions; in themselves, they are not spe- 
cific. The only positive statement offered is 
this: when all lesions previously mentioned 
are found in a given case it may be con- 
cluded that the connective tissue of the brain 
was involved in the rheumatic process, and 
that a fairly characteristic picture resulted, 
but without presence of doubtlessly specific 
cellular and tissue reactions. 

Bruetsch’s work indicates that obliterat- 
ing endarteritis of meningeal and cortical 
vessels, with subsequent infarctions of the 
gray matter, may develop in a number of 
patients with chronic rheumatic heart dis- 
ease. This usually happens while the pa- 
tient is in otherwise apparently good physi- 
cal health. Bruetsch emphasized that this 
form of “rheumatic brain disease” is com- 
paratively frequent among mentally-ill pa- 
tients, and he believed that it is an impor- 
tant factor in the causation of various forms 
of psychosis. This endarteritis, like that 
of syphilitic origin, develops late, after many 
years, in the course of the disease and was 
not found in our material. 


What is the clinical significance of our 
findings? Obviously, they were not serious 
enough to do much harm to the parenchyma 
and thus to produce definite clinical symp- 
toms. The lethargic state in the second case 
probably was due to toxemia. The psychosis 
in the first case may or may not have been 
related to rheumatic fever; if it were a 
“schizophrenia, mixed type,” as stated in the 
clinical diagnosis, it would be difficult to 
evaluate the role played by the rheumatic 
fever in its development. However, psy- 
choses in the course of active rheumatic 
fever, indistinguishable from schizophrenia, 
have been described recently in several cases 
(Leys*?). Other neuropsychiatric syndromes 
(“cerebral rheumatism”) are well known 
clinically. Confusion, delirious phases, and 
short acute psychoses may occur and may 
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have as their anatomic background toxic and 
circulatory lesions, many of which are cer- 
tainly reversible. Whether or not clinical 
manifestations develop from small cortical 
foci, probably depends on the number of 
brain lesions as emphasized by Kernohan." 
It must not be forgotten, however, that sur- 
prisingly many “micro-infarcts” are found 
in the brains of persons with any form of 
heart disease, who never had any obvious 
neuropsychiatric symptoms. This illustrates 
the complexity of this problem that is also 
discussed by Bruetsch and by Dublin. 


If the meningovascular lesions reach a 
much higher degree than in our cases, then 
a frank “rheumatic meningo-encephalitis,” 
with a corresponding clinical picture, may 
arise; such cases, as described by Winkel- 
man and Eckel, and recently by High and 
Aegerter,’? are apparently rare. 


Summary 


In certain cases of uncomplicated attacks 
of rheumatic fever, lesions in the brain were 
found. The less characteristic alterations 
were parenchymal degeneration due to toxic 
action and “micro-infarcts” secondary to cir- 
culatory disturbances. The more character- 
istic changes consisted of fibrosis of the 
outer vascular coats, small fibrocytic nodules 
in the walls of meningeal vessels, and patchy 
fibrosis with lymphocytic infiltration of the 
meninges. These latter lesions were consid- 
ered to be sequelae of the rheumatic process 
in the connective tissue of the brain. Our 
findings are based on a relatively small 
amount of material. We hope that many 


more cases may become available fop our’ 
continued investigation. 
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